One month after the confinement, however, she had a severe vaginal himorrhage lasting twenty-four hours. She now began to develop a thickening of her face and lips, and her face became sallow in complexion. Her skin became dry and rough, and her hair also became dry and began to fall. She lost all libido, she became slower in her actions and in her cerebration, feeling as though she were "outside herself" and "watching herself do things". She became depressed and irritable, and unable to look after her house properly. Her appetite, at first capricious, has become uniformly poor; her bowel habit has remained normal. In the past few weeks she has complained of attacks of vertigo, and has been inclined to fall.
She was investigated at her local hospital a year after her second confinement and was noticed to be very apathetic, with cold, dry, and scaly skin, and falling hair, and the glucose tolerance curve was flat. She was treated with thyroid, up to 6 grains daily, without much benefit, and without any untoward effects.
When seen in September 1950 she presented a myxcedematous appearance, with coarsening of the features, a sallow complexion, slight malar flush, coarse dry hair, and a dry scaly skin. Her speech was slow, thick and hoarse. There was no loss of pubic or axillary hair. The breasts were normal. Temperature was mainly between 96 and 97°F., pulse-rate 60 to Comment.-This is a case of partial destruction of the anterior lobe of the pituitary, the striking feature being the occurrence of two further pregnancies, the second proceeding to term and being associated with considerable improvement. In June 1950 complained of increasing weakness, pallor, lassitude and dyspepsia for four months, wIth swelling of the neck and hoarse voice for two weeks.
On examination--(26.6.50 Four observations of the urinary excretion of a tracer dose of 100 juc. of 1131 with 10 y KI carrier have been made. The total forty-eight-hour excretion in the urine after each dose is indicated (below the base line). In the last two observations in hospital, the thyroid uptake is indicated by the hatched area above the base line, the dose retained in the body outside the thyroid being shown by the pecked area. The avid thyroid uptake and diminished urinary excretion are well shown when the ointment has been withdrawn (period B), the uptake being greatly reduced and the urinary excretion greatly increased when the ointment is reapplied (period C).
Special investigations.-The observations were complicated initially by the patient's denial that he was still applying the ointment, which he later admitted to using (Fig. 2,  period A) . When resorcinol was stopped during his admission to hospital (period B), the lIqf -I ' I 11 165 thyroid uptake of a tracer dose of 100 ,uc of Iodine 131 was increased. On reapplication of the ointment (period C), the uptake by the thyroid was greatly diminished and urinary excretion of the diagnostic tracer dose increased. Finally, withdrawal of the ointment has resulted (period D) in clinical recovery and a return of the protein-bound iodine (P.B.l.) to normal levels.
Comment.-This syndrome of goitre and myxcedema due to prolonged self-medication of varicose ulcers with resorcinol ointment is not well recognized, although the present National Formulary contains two ointments whose prolonged administration might produce this effect. Our experience suggests that the development of myxoedema and goitre in an adult is an uncommon occurrence which has usually followed the use of goitrogenic-agents, and is occasionally seen in Hashimoto's disease. Bull and Fraser (1950) first reported this syndrome in three patients observed at Hammersmith Hospital. Among 70 adult patients examined with apparently spontaneous myxedema, 4 patients have been shown to have developed myxcedema and goitre following resorcinol application, which probably caused the same syndrome in 2 further patients.
All these patients had applied resorcinol ointment to their varicose leg ulcers for some months without medical supervision, before the symptoms of myxcedema and goitre had anneared. Lewis: This patient, a male aged 21, was admitted to the Connaught Hospital in July 1950 with increasing thirst and polyuria, up to 10 litres per twenty-four hours, of a few months' duration. There were no other symptoms, no abnormal physical signs and no relevant family history. An attack of pneumonia occurred two years ago, but there has been nothing to suggest a pneumothorax. UJrine normal; S.G. always less than 1003. Urea clearance 90 c.c./min. Blood cholesterol 118 mg. %. C.S.F. normal. W.R. negative. X-rays: P.A. and tomograms of chest: multiple small cysts, not filling with lipiodol on bronchography (Figs. 1, 2 and 3) . I.V.P., skull, pelvis, spine and long bones normal. Hypertonic saline test (Carter and Robbins, 1947) -no response. Nicotine test (Lewis and Chalmers, 1951)-he inhaled cigarette smoke until he vomited several times. There was profuse sweating, pallor and vertigo, but no fall in urine volume or rise in chloride concentration. The response to intravenous pitressin was normal, showing that the renal tubules were not insensitive to anti-diuretic hormone. Of 13 cases of polyuria that Dr. Chalmers and I have now tested, this is only the second in which there has been no release of ADH whatever, and we believe that it indicates complete destruction of the neurohypophysis. This patient's polyuria is completely controlled by 1 c.c. "Posthyposan" (Choay) subcutaneously daily. This is a preparation of pituitrin with polyvinyl pyrrolidone as an adsorbing agent.
Honeycomb lung, to quote Oswald and Parkinson (1949) , is a condition in which there are "Thin-walled cysts distributed uniformly throughout the substance of both lungs, varying in size up to a maximum of 1 cm. in diameter".
Dr. Smart: The diagnosis of a honeycomb lung rests largely upon the X-ray appearance. Small cysts can often be seen, but the appearance not infrequently simulates pulmonary tuberculosis. Sputum investigations are, of course, invariably negative for tubercle bacilli.
The bronchogram also usually fails to reveal the true nature of the disease, as the cysts are peripherally situated in the lung, and their openings to the bronchi are small, with the result that the lipiodol usually does not enter the cavities. On the other hand, tomograms of the lung show the multiple small cysts very well. These people are also liable to get a spontaneous pneumothorax, and here again, when the lung is collapsed, the cysts show up more readily. COMMENT Oswald and Parkinson, in their series of 16 cases, include 4 associated with diabetes insipidus, and a fifth appears to have had polyuria. They quote the view of Ackermann (1944) that these may be incomplete forms of tuberous sclerosis. He seems to have derived this idea from Berg and Zachrisson (1941) , who included a case in a report of two cases of honeycomb lungs in tuberous sclerosis (without diabetes insipidus). He rejected the diagnosis of Hand-Schuller-Christian disease in his case because of the normal blood cholesterol and the absence of bony lesions in the skull, though there were many elsewhere. Neither of these objections excludes the diagnosis.
